Introduction
Dysphagia, presenting in the elderly arouses suspicion of a malignant lesion in the oesophagus which is the usual cause. Occasionally, a benign lesion such as a hiatus hernia may also be responsible. We report a case of dysphagia which proved to be from a more unusual cause.
Case report
An 82 year old male presented with a history of dysphagia for solids of six months duration. He had had a good appetite and examination revealed a thin but relatively healthy man with normal neck movements. Neurological examination was normal. An upper gastro-intestinal endoscopy was performed. A bulge was noticed about 4 cm below the cricopharyngeal junction but no internal lesion was detected. Histology of the oesophageal mucosa over the bulge proved unremarkable. A Barium swallow revealed a narrowing of the oesophagus at C5/C6 level caused by impingement from a prominent anterior cervical osteophyte ( Figure 1 ). No other lesion was found. The patient did not want surgical intervention raising a dilemma about appropriate management. 
Discussion
Dysphagia due to anterior cervical osteophytes is rare. The oesophagus is relatively fixed at the level of the cricoid cartilage and at the level of the diaphragm, while the remainder of the oesophagus is mobile. Thus, bony vertebral projections impinging at the level of the cricopharyngeus may cause dysphagia due to the relative immobility of this point [1] . Peri-oesophageal oedema and local inflammatory reaction, causing spasm, may also contribute to the dysphagia. Occasionally such osteophytes may even cause dyspnoea, CASE REPORT Figure 1 . Barium Swallow showing a prominent osteophyte at C5/C6 level impinging on the cervical oesophagus (White arrow) pharyngeal fistulae or obstructive sleep apnoea. [2] The causes of hypertrophic anterior cervical osteophytes include cervical spondylosis, diffuse hypertrophic spinal hyperostosis (DISH), ankylosing spondylitis, inter-vertebral disc degeneration, trauma and infection [3] . Cervical osteophytes are present in up to 20-30% of the elderly population but do not usually cause symptoms. Although dysphagia has been reported in the literature, many have been associated with DISH [4] . Interestingly, in our patient, the clinical profile was more in keeping with spondylosis rather than DISH. Diagnosis is facilitated by lateral cervical xrays, Barium swallow and CT scans. Oesophagoscopy is required to exclude intrinsic lesions but should be performed with care in view of the risk of perforation. It is always important to exclude more sinister causes, like cancer, before attributing the cause of dysphagia to osteophytes [3] .
Management of dysphagia from cervical osteophytes depends on the degree of symptoms. Milder dysphagia may be managed conservatively with non-steroidal antiinflammatory drugs (NSAIDS), dietary modification and observation [3] . In patients unable to tolerate oral NSAIDS, because of swallowing difficulty, phonophoresis involving transdermal NSAID delivery enhanced by ultrasound appears effective [5] . In severe cases however, surgical excision of the osteophyte,
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usually via an anterior cervical approach, has been associated with very good results [2, 6] .
